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Information for Close Contacts*
Diphtheria

“Close Contact = Household members and others with a history of direct contact with a case-patient, and medical staff exposed to
oral or respiratory secretions of a case-patient.
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- Institute strict isolation*
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- Avoid close contact with inadequately vaccinated persons

- identify close contacts and proceed with preventative measures described for Administer immediate Administer Immediate  Children in need of their
close contacts of a case ™ dose of diphtheria booster dose of 4th primary dose or
. . toxoid and compiete diphtheria toxoid booster dose should be
- - Repeat cultures a minimum of 2 weeks after completion of antimicrobials to N "
assure eradication of the organism=> primary series according vaccinated;  otherwise
9 to schedule’® vaccination not required

*Maintain isolation until elimination of the organism is demonstrated by negative cultures of two samples obtained at least 24 hours apart after
. completion of antimicrobial therapy,
Both nasal and pharyngeat swabs should be obtained for culture.
If equine diphtheria antitoxin is needed, contact your State Heaith Department. Before administration, patients should be tested for sensitivity to
horse serum and, if necessary, desensitized. The recommended dosage and route of administration depend on the extent and duration of disease.
Detailed recommendations can be obtained from the package insert and other publications. ' . )
*Antimicrobia therapy is not a substitute for antitoxin treatment. Intramuscular procaine penicillin G (25,000-50,000 units/[kg/d] for children and
1.2 million units/d for adults, in two divided doses) or parenteral erythromycin (40-50 mg/[kg/d}, with a maximum of 2 g/d) has been recommended
until the patient can swallow comfortably, at which point oral erythromycin in four divided doses or oral penicillin V (125-250 mg four times daily)
may be substituted for a recommended total treatment period of 14 days.
:Vaccinatlon is required because clinical diphtheria does not necessarily confer immunity. -
Close contacts include household members and other persons with a history of direct contact with a case-patient (e.g. caretakers, relatives, or
friends who regularly visit the home) as well as medical staff exposed to oral or respiratory secretions of a case-patient,
A single dose of intramuscular benzathine penicillin G (600,000 units for persons < § years of age and 1.2 million units for persons > € years of
-age) or a 7- to 10-day course of oral erythromycin (40mg/[kg/d] for children and 1 g/d for adults) has been recommended.
Preventative measures may be extended to close contacts of carriers but should be considered a lower priority than control measures for
contacts of each cass.
""Persons whe continue to harbor the organism after treatment with either peniciltin or erythromycin should receive an additional 10-day course
of oral erythromycin and should submit samples for follow-up cultures.
Refer to published recommendations for the schedule for routine administration of DTP.

Farizo KM, Strebel PM, Chen RT, ot al. Fatal respiratory disease due to Corynebacterium diphtheriae: Case report and review of guidelines for
management, investigation, and control. Clin Infect Dis 1993;16:59-68. Centers for Disease Control and Prevention. Manual for the Surveillance
of Vaccine-Preventable Dissases 1996;2.9,
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CDC Drug Service
Diphtheria Antitoxin (DAT) Treatment And Adverse Effects
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Diphtheria Antitoxin is

currently not licensed in the United States. The National Immunization Program of the Centers for Disease Control and

Prevention (CDC) is the national center for consuftation of suspected diphtheria cases and is responsible for providing diphtheria antitoxin for
therapy. COC has received approval to distribute this product to physicians as an Investigational New Drug {IND) in accordance with requirements
of the Food and Drug Administration (FDA). Under the provisions of our IND protocol we must obtain clinical information on each patient who has
received DAT. Please complete and return this form at the time of hospital discharge for each patient receiving antitoxin. Please FAX form to:

CDC Drug Service at (404) 639-3717 or mail form to: COC Drug Service, Mailstop D03, Centers for Disease Control and Prevention, 1600 Clifton
Road, Atlanta, Georgia 30333.
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